MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ."'_62_000289

FPARTMENT OF PUBLIC HEALTH AMD WELFARK
AMENDED Registoal st ) s :043 Primary Registration District No. 1000 - _Registrar’s No. 22 STATE FILE NUMBER
'tmgﬁ_JA" 1o TI0Z :
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
o a COUNTY Byischanan = STATE }14 sgour$ O Jacks on sdmission)
[T¥ ]
% b. C(I)TRY (If cutside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CCI)LY Inside Limits
s 1own St , Joseph ly 5m 74 owvKensas City Yo @ No O
: c. FULL NAME OF {If NOT in hospital, give location) inside Limits d. STREET (If cutside, give location) Reside on Farm
3 |5 NSO h Stat itpporeen || " 6923 E, 39th St Yo g NoO
j < NSt .Josep ate Hosp Ox 2% B, . 2
! 3. I:AME OF DECEASED - First Middle Last a. DOAFTE Month Day Year
int -
] {iyes orprind William James Qw bes fer | viam Jenuary 12 1962
5. SEX 6. COLOR OR RACE 7. Married 28]  Mever Married [J [B. DATE OF BIRTH | ¥- AGE (last birthday} | |F UNDER 1 YEAR IF UNDER 24 HR
| Male Vhite Widwed D Divoeed Opfgpn 241902 59 Momhe | Dave | Haunw | Min.
*
= 10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHP:ACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
wn j igg i i ired} .
12 Dog"RERHBIOH'ErBELOF " |Animal-Pets Kansas City, Mo U,5.A,
Q 13a. FATHER'S NAME T3b. MOTHER'S MAIGEN NAME T 7] 14. NAME OF RUSBAND OR WIFE
—t P N
1o William Ardeiter Katherine Green [Anna V, Arbeiter
o 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16 SOCIAL SECURITY NG | 17, INFORMANT Address
— (Yﬁo:, or unknuwn)l (if yes, give_w_cl;or_dates of service Re ¢ OI‘dS St at e HO g p ital
)
— g — 18. CAUSE OF DEATH {Enter only une cause per line fd INTERVAL BETWEEN
< z PART I. DEATH WAS CAUSED BY: ONSET AND DEATH
2| % mmeDIATE cause o oBTONiC Congestive Heart Failure unknown
G o ‘
O o ‘
1% | 3 Conditions, ifany,1  oUETomyATEETLi0 Sclerotic heart disease inknown
05 vooue Savese (oh
= z al V {1} '
== yating the under- | eroGeneralized and Cerebral Arterioclerosis| 6 years
_"% z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART IIl. If deceased was female was
; g disease conditian given in PART | (a) there s pregnancy in last 90 days.
I el nie "a%% s%drgge assoc, ¢ circulatory disturbapce [Dve [Ow | O unknown
| E . a, DERT MICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
-3 & PERFORMED? a O O
% o} YEST] NOWJ
s g 20c. TIME OF  Houl — Month, Day, Year [
Py a INJUR a.m.
w p.m.
ﬁ 20d. INJURY OCCURRED 20e. FLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
I WHILE AT WORK [J farm, factory, street, office bldg., etc.)
I~ NOT WHILE AT WORK [J
[a] "
é i‘ 21. 1 attended the d}f&ﬁweﬂ- the bOd}T to and last uw':,mﬁ.;}','m" 1712 /B_d
fa) =g Death occurred at 5 00 a m on the date stated above, and to the best of my knowledge, from the Causes stated.
= F1
8 & ﬁ ATunE g%m title) 225fADDRE 73c. GATE SIGIED
I
3 = | tea, 2% L) e 4 L/“
2 23a. BURIAL, CREMATION b. DATE# 3¢, NAME OF CEMETERY OR CRE 3 [ 23d. LOCEHAON (City, town, ar county) (S5tate]
g 5 REMOVAL (Specify) 1/12/1962 Elmwood Kensas City,Mo,
= < | —2a FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26 REGISTRAR'S SIGNATURE
= z{Earp and Sons-4707 Truman Road Cam 72, 1922 | Jotv, Chh Eondell.

I\.G.H.D 5S
Fein . . }fl:enség EnJBa m!r{Sutemem on Reverse Side)




' " STATEMENT BY LICENSED EMBALMER

! hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by , Student Embalmer No.

working under my personal supervision. &\
Student Signed_ .~ ety w 7

Signature of Student Embalmer

Licensed Embalmer No. L/é 2 9“

P. O. Address /?/r d » //0

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). :

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated ahove.




